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INTRODUCTION
Laparoscopic herniorrhaphy has become an important pro-
cedure for the laparoscopic surgeon. Although in some sit-
uations controversial, it is a procedure that is here to stay.
The two most common types of laparascopic herniorrha-
phy have been previously described.
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preperitoneal (TAPP) necessitates entering the abdominal
cavity. This puts the patient at risk for laparoscopic mis-
adventures with needles and trocars and requires closure
of the peritoneum. If mesh is exposed to the abdominal
contents there is a risk of adhesive bowel obstruction.
Total extra-peritoneal (TEP) hernia repair is a more difficult
procedure, with a steeper learning curve. The advantage
of the extra-peritoneal approach is that there is less risk of
needle or trocar injury to the intra-abdominal contents.
Also, the peritoneum is not incised so the mesh is not
exposed to bowel. For these reasons the TEP hernia repair
is, in our opinion, the laparoscopic procedure of choice.
One of the difficulties in the TEP herniorrhaphy is gaining
access to the preperitoneal space. This is typically done in
an open method using various retractors and right-angle
scopes. In this report we describe a technique using the
visi-port trocar system (US Surgical Inc.) to access the pre-
peritoneal space.
TECHNIQUE
After appropriate patient selection, the patient is brought to
the operating room and a general anesthetic is adminis-
tered. With the patient in the supine position, the lower
abdomen and groin areas are prepped and draped sterilely.
An incision is then made inferior to the umbilicus. The visi-
port system is then used to proceed under direct visualization.
Blunt dissection is used to push the soft subcutaneous tis-
sues to the side. The anterior fascia is then identified.
Under direct vision the anterior fascia is incised enough to
1 Assistant Professor, University of Utah School of Medicine, Department of Surgery.
Co-Director Intermountain Endosurgical Institute at LDS Hospital.
2Clinical Instructor, University of Utah School of Medicine, Department of Surgery.
Co-Director Intermountain Endosurgical Institute at LDS Hospital.
Address reprint request to: Dr. Kerry S. Fisher, Bryner Clinic Department of Surgery,
745 East 300 South, Salt Lake City, UT 84102, USA. Telephone: (801) 328-7194,
Fax: (801) 355-4118.
allow passage of the visi-port posterior to the anterior fas-
cia. The rectus muscle is identified and the trocar is used
to bluntly push through the muscle fibers. At this point the
posterior fascia/peritoneal layer is visualized. This layer is
not divided. The visi-port is then angled 90 degrees inferi-
orly toward the pubic symphysis. Again, under direct vision
the port is advanced down into the preperitoneal space
staying underneath the rectus sheath complex.
The handle mechanism of the trocar is removed and the
zero degree scope placed back into the visi-port trocar.
Insufflation is now started with a pressure setting of 12-13
mmHg. The "spiderweb-like" loose areolar tissue is identi-
fied in the preperitoneal space. Identification of this tissue
confirms the proper positioning. The 0 degree scope is
then used to dissect the mid-line sufficient to allow subse-
quent trocar placement under direct vision. A 5 mm supra-
pubic trocar is then placed under direct vision. Another 10
mm trocar is then placed midway between these two trocar
positions, again under direct vision. The hernia repair then
proceeds as previously described.
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At the completion of the repair, if there is any question of
intra-peritoneal injury or if final inspection is required of the
repair, the visi-port can be drawn back to the level of inser-
tion angled down toward the abdominal cavity and
advanced into the peritoneum with final inspection of the
groin to confirm the adequacy of the repair.
DISCUSSION
Laparoscopic hernia repair has become a standard of care
in bilateral hernia repairs and recurrent inguinal hernias.
Although there is some controversy about laparoscopic uni-
lateral primary herniorrhaphy, laparoscopic hernia repair is
a tool that all general surgeons need in their armamentari-
um. Of the two most common laparoscopic hernia repairs,
the total extra-peritoneal repair offers significant advantages
and is the preferred method where laparascopic hernior-
rhaphy is employed. In order to facilitate access to the
preperitoneal space, we have described a procedure that
eliminates the need of timely and sometimes frustrating dis-
section through a small incision to gain access to the
preperitoneal space.
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We have employed this technique to perform over 600
laparoscopic hernia repairs. We believe this technique is a
helpful technique and should be employed in the preperi-
toneal laparoscopic hernia repair. This method may also be
useful in other cases requiring access to this space, such as
the Burch procedure, retroperitoneal lymph node dissec-
tion, and lumbar discectomy or fusion.
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